collected 184 cases of acute puerperal inversion, and in forty-three of these (23 4%) the patient died. His conclusions are of great interest and I should like to quote them. He says that shock is the most important symptom; it is, he thinks, produced by the actual process of inversion, and passes off even if the inversion persists. It does not, as is often stated, persist as long as the inversion lasts. Replacement also causes shock, even if the patient is anaesthetized (he has observed this) and the shock so caused may actually kill the patient who is already collapsed. He therefore advises that acute puerperal inversion should be treated as follows: If there is no shock the uterus can be replaced at once, but always under a general ancesthetic, and a precautionary saline infusion should be given. If there is shock this should be treated energetically by saline infusion, morphia and pituitary extract. Only when the patient has rallied should the uterus be replaced by gentle taxis and always under an ancesthetic.
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Berkeley and Bonney,2 on the contrary, in their " Emergencies of Obstetric Practice" advise as follows: "An inverted, uterus must immediately be replaced.
If anethesia is available the operation is facilitated, but the obstetrician should not delay the operation to obtain it" . . . " if the placenta is still adherent it should not, if possible, be removed, until the displacement is rectified."
The treatments advised are thus diametrically opposed. Which is correct? On examination per vaginam a large fungating very friable offensive mass was felt filling the vagina so that the cervical canal could not be defined. This was diagnosed as a degenerating uterine polyp, probably sarcomatous. A tiny mass (? fundus) could be felt bi-manually.
All loose parts of the tumour were removed and douching with acriflavine was ordered to clean up the condition.
The microscopical sections from the fragments showed a fibroid undergoing sarcomatous degeneration. It was decided to begin treatment by radium.
On attempting to find the cervical canal the probe first passed a normal length upwards, but on second insertion obviously went beyond and a panhysterectomy was decided on. This was carried out by me at the Elizabeth Garrett Anderson Hospital, and the patient made an uneventful recovery.
On examination of the parts removed, the specimen showed complete inversion of the uterus. No mark of any injury could be found on the fundus and it was concluded that the probe passed through the ostium and up the tube.
The patient was unfortunately lost sight of for a year, when she returned to the hospital with a similar friable offensive mass in the vault of the vagina. She is at present having radium treatment at the Marie Curie Hospital. months. There was no history of constipation or trouble with micturition. The patient had one child eight years ago and no miscarriages. Her general condition was good.
On abdominal examination, there was slight tenderness in the right iliac fossa. On examination per vaginam a large hard mass was found to fill the vagina, a very widely open cervical rim could be felt apparently surrounding an abnormally thick pedicle; no definite fundus could be felt. A short distance above the base of the tumour were two dimples which were recognized to be the ostia of the tubes.
It was decided to perform myomectomy. An incision was made over the tumour through the mucus membrane and the fibroid enucleated. The excess of mucus membrane left was resected and sutured and the uterus was replaced.
Monsol douches were ordered and an ergot mixture was prescribed. The patient made an uneventful recovery. The uterus is contracted and the os is closed. DISCUSSION (The three Cases of Inversion of the UterU8 were dis=cused together).-The PRESIDENT described a case of chronic inversion of the uterus with menorrhagia. The patient had had some post-partum haemorrhage at the time of delivery, and the uterus became completely inverted. Laparotomy was performed, and the cervical ring incised in order to replace the organ.
Inversion was not always attended with shock and there was a tendency to invert again.
Mr. W. McK. H. MCCULLAGH said that in 1925 he had published a paper on "Inversion of the Uterus, with a report on three cases and an analysis of 233 recently recorded cases, of which 200 were puerperal and 33 due to tumour."
Half the cases of inversion were in primiparne; 13% were spontaneous, and in all of these there was a fundally attached placenta.
Spontaneous inversion was due to invasion of the inner circular muscle-fibres of the dome of the uterus by blood-sinuses and the villi of the fundally attached placenta, so that contraction, which radiated most strongly from the insertion of the round ligaments, flattened the fundus and pushed down the top of the dome with its attached placenta, which was gripped and extruded bv the contracting circular fibres of the uterus.
Shock occurred in 50% of the cases, and in one-third of these the patients died within a few hours. The shock was due to trauma of the ovaries, as they were pulled through or pulled against the narrow inverted cervix at the time of inversion. Inversion of the uterus was the only occasion on which the female was liable to acute shock corresponding to trauma of the testicle in the male.
Inversion might occur at subsequent confinements as the President had said. There were two in the series of two hundred.
In the two acute cases there had been no shock, and in the first the uterus had been replaced soon after inversion had recurred after removal of the placenta-as advocated by Professor Browne. In the other case the uterus was replaced by an Aveling's repositor, as it was in the third chronic case.
Replacement by Aveling's repdsitor gave better results than replacement by Spinelli's anterior colpo-hysterotomy, Kustner's posterior colpo-hysterotomy, or Haultain's abdominal posterior colpo-hysterotomy.
Out of the thirty-three cases of tumour inversion of which he (Mr. McCullagh) had collected the notes, twenty-seven were due to fibroids and only one to sarcoma. Munro Kerr had called attention to the danger of perforating the uterus when removing fibroids which were causing inversion, and had advocated replacement of the uterus a week after removal of the tumour, so as to minimize the danger of peritonitis.
Mr. W. C. W. NIXON said that a case of a similar nature to Professor Browne's had occurred in his experience. The uterus inverted three-quarters of an hour after the termination of anormal second stage. The placenta was partially attached at the fundus.
It was removed and the uterus replaced, except for the fundus, which was constricted by the cervix. Shock was severe and it was deemed unwise to proceed further with any manipulations. On the tenth day an Aveling repositor was inserted, and, thirty hours afterwards, the fundus was reduced to its normal position. Spencer had been successful with this instrument in a case of partial inversion of two and half year's duration. 1930, because of continuous bleeding and vomiting for 2i months. The first -day of her last menstrual period had been March 15. In May some irregular bleeding had begun, and since then had been continuous, though apparently never severe. Before admission the discharge had become dark and offensive. Since May she had vomited two or three times daily, in the morning and sometimes after meals. Headaches had been continuous since May, sometimes lasting all day. She had two living and healthy children born in 1913 and 1915 respectively, and a third had been delivered by forceps in 1928 but was dead born. The pregnancies appeared to have been normal, and there had been no other illness of note.
